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Executive Summary 
Health Impact Assessments (HIAs) are a fast emerging tool in the United States that identify 
health impacts of large projects or policies. They provide a mechanism to demonstrate how 
environmental determinants affect the health of a population and are unique because they 
provide an opportunity to assess and evaluate the health impacts of projects and programs that 
are not specifically related to health care.1,2  As the popularity of HIAs has risen, funding and 
training opportunities have also developed in the United States.  In December of 2010 a HIA 
training was conducted in Statesville and Raleigh, North Carolina for grantees of the program 
Communities Putting Prevention to Work.  This paper will examine willingness and capacity of 
public officials who attended the training to implement HIAs, identify barriers to 
implementation, and provide recommendations for the use of HIAs in North Carolina.    
A two day workshop was held for the following eleven municipalities in North Carolina: 
Ahoskie, Banner Elk, Carrboro, Eden, Gastonia, Lumberton, Midland, Mount Gilead, Sparta, 
Waxhaw, and Wilmington.3  The purpose of the training was to introduce the concept of HIAs to 
North Carolina and to demonstrate how HIAs can be used to enhance and further other 
methods of analysis and assessment that are currently employed. An online survey was 
distributed to public officials who attended the HIA workshop and had a final response rate of 
57.1% (28 of 49).  Four public officials were chosen for follow-up interviews which included two 
planners, a local planner and a regional planner, and two public health officials, one working at 
the state level and one from a local health department.  The results of the survey and 
subsequent interviews indicated that public health practitioners and planners would be able to 
implement HIAs with more training, buy in from those with decision making abilities, policy 
mandates, and more collaborative efforts.  
Although funding was mentioned several times by those in the survey as one method to 
increase the use of HIAs, it may not be the most feasible solution given the current economy. 
Additionally, HIAs are still a very new tool; therefore it is not recommended that they be 
mandated given that it remains unclear that conducting HIAs results in positive health 
outcomes.  It is recommended that:  
 Further HIA trainings be implemented in the state: Conducting more trainings is one 
method to increase buy-in from those with decision making abilities and increase 
collaboration among non-traditional partners 
 Implement Pilot HIAs: to fully understand if HIAs will make a positive difference in North 
Carolina HIAs should be implemented.  Additionally the process and outcomes should be 
evaluated to see if the tool is appropriate in North Carolina 
 Continued collaboration among different agencies: The survey results revealed that 
collaboration among different agencies only occurs as part of a specific grant or project. 
For HIA implementation to be successful collaboration will have to continue among non-
traditional partners after a project or funding has ended.    
 Coordination occurs with different data sources: There remains an opportunity for those 
in the health field to share data and resources.  In particular, the community health 
assessment survey is conducted every four years and could benefit from the input of 
local area planners. Additionally, planners could educate and share information 
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regarding traffic impact assessments and travel demand forecasting with those in public 
health.  The outputs of these models have public health implications and demystifying 
this process may provide insight into the potential health impacts of transportation 
projects. 
 Voluntary use of the Healthy Development Measurement Tool and the Design for Health 
tools: Both of these tools have been developed by experienced public health 
practitioners and planners as a method to incorporate health into land use decision. 
Agencies should first look at these tools as a precursor to mandating health into the 
State Environmental Policy Act (SEPA) 
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Introduction: Connections Between Health and Planning 
The fields of public health and planning are similar in several ways: both aim to improve the 
well being of individuals, are population focused, conduct needs assessments to inform 
effective policies and programs, and rely on public participation and community engagement.4 
The two fields became intricately linked in the 19th century when solid waste disposal and 
rampant infectious disease were prevalent in major urban cities. In 1854, John Snow, the British 
physician, became infamous after mapping cholera outbreaks, which led to the identification of 
the public water pump as being the source of the infection.5  Indeed, the first planning systems 
were initiated by doctors and those concerned with sanitation as almost all homes and 
businesses had their own cesspool.  Additionally, before motorized transport, horses were the 
main mode of transportation, resulting in horse manure plaguing the streets, contaminating 
surface and ground water. As sanitation concerns rose, engineers realized that a 
comprehensive approach would be needed to dispose of waste outside of the city as opposed 
to a building by building approach that was currently in practice.  To further these efforts, there 
was a massive outbreak of Yellow Fever in 1879, which prompted the U.S. Congress to create 
the National Health Board to assist local governments with sanitation planning; this resulted in 
cities like Memphis creating comprehensive sanitation plans.  The data used to create these 
plans included a sanitation survey which formed an inventory of every building in the city, 
thereby laying the groundwork for future planning efforts.5 
In addition to concerns about sanitation, there were concerns about access to green space.  
Frederick Law Olmstead, the designer of Central Park as well as hundreds of other places, 
served on President Lincoln’s Sanitary Commission promoting the link between community 
design and health.  The link between the two fields grew, and in 1872 two of the founding 
members of the American Public Health Association were urban designers. Connections 
between the two fields have continued to grow with Jane Jacobs reiterating that good 
community design can foster walking, biking, and social interactions.6 Today there are 
thousands of projects and policies linking the built environment to health.4  The concerns about 
sanitation, however, influenced how cities were seen and by the twentieth century cities were 
considered unhealthy places to live.  This was reflected in the City Beautiful movement, urban 
housing policies, and eventually zoning.4  In the 1920s, the Supreme Court upheld a cities right 
to zone areas as residential, commercial, and industrial, in order to “protect the public health.”  
This separation between land uses created the sprawling development patterns that make up 
the United States.  Today much of the focus between the two fields emphasizes the relationship 
of the built environment to chronic disease as oppose to infectious disease.  
Chronic diseases dominate the leading causes of death in the United States, with cardiac 
disease (25.4%) and cancer (23.2%) ranking number one and two respectively.7.  Cardiac 
disease and certain cancers have been linked to obesity, and several studies have documented 
physical activity as a means to preventing the incidence and reduce the prevalence of 
overweight and obesity.8-9 For example, in North Carolina, 29% of all adults are obese, just 
below the national average of 33 percent.10-11 In addition, 32.8% of children in the state are 
overweight or obese, ranking North Carolina the fifth worst in the nation. Obesity also affects 
the population in the United States and in North Carolina unequally.  In 2005, 36.8% of African 
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Americans were considered obese as compared to 22.6% for white adults. Thirty five percent of 
those making less than $15,000 per year were obese compared to 25% who made over 
$75,000.11 
Obesity is often blamed on individual behavior such as poor food choices or lack of physical 
activity. While this may explain some of the patterns, it cannot account for the dramatic 
increase in prevalence.  Additionally, traditional individual-based public health interventions 
have failed to make a significant difference in the incidence of obesity causing public health 
practitioners to reexamine traditional intervention methods.12-13 As a result, there has been a 
movement to link the built environment with health behaviors, in particular physical activity 
and healthy food choices; however this is expanding to include mental health.   
The built environment is a broad concept and can include: green spaces, parks, sidewalks, 
cycling infrastructure, perceptions of safety, cleanliness of public spaces, zoning and other land 
uses.9,14-15.  Many of the items listed are areas in which planners intervene.   In addition, many 
of these features are considered to be the social determinants of health.  Social determinants 
of health are defined as the conditions where people are born, live, and age, these 
determinants include race and gender but also the environment and have resulted in many of 
the health inequalities and disparities that are seen today..16  Additionally, social determinants 
have resulted in many of the health inequalities and disparities that are seen today.17 Changes 
to the built environment have been associated with increased walkability, which included the 
addition of sidewalks, trails, lighting fixtures, mixed land use, and smaller block size.9-18  In 
addition, some articles where BMI is the dependent variable found that there were lower BMI 
rates in neighborhoods with walkable environments and access to physical activity facilities.19-20   
Other review articles, however, have not found strong evidence that changes to the built 
environment or policies to encourage active transportation can impact obesity.15,21  This is in 
part due to the variety of methods, metrics, and the cross-sectional designs employed by most 
of the studies.22  As new methods and metrics are established, the field of HIA is emerging as a 
tool that may serve to better identify quantify the health impact arising from built environment 
and policy changes.   
Health Impact Assessments provide several benefits such as clarifying health impacts, providing 
transparency, improving communications between agencies, and providing more equitable 
decisions.23-25 The assessments utilize a combination of techniques to investigate the public 
health impacts of a proposed policy, project, or program.2 Additionally, because HIAs are used 
on programs and policies not directly linked to health, they require a multidisciplinary approach 
in order to be effective.  Given the benefits of HIAs, the tool could become a new standard in 
quantifying the health impacts of land use and policy decisions.  
 
Health Impact Assessments: State of the Practice  
Health Impact Assessments (HIAs) utilize a combination of techniques to investigate the public 
health impacts of a proposed policy, project, or program.2  They provide a mechanism to 
demonstrate how environmental determinants affect the health of a population and can 
evaluate a variety of health outcomes related to planning including: physical activity, injury, air, 
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and water quality.2  Health Impact Assessments comprise of four basic characteristics. They 
concentrate on a specific policy and project, are broad and population focused, utilize a 
multidisciplinary approach, and maintain a process that is structured, flexible and 
transparent.1,2,26 The assessments are valued because they gather both positive and negative 
evidence, which enables decision-makers to mitigate and improve the health of the community. 
In addition to providing concrete examples of positive and negative health impacts, HIAs can 
also improve communication between local health departments and planners and ultimately 
decision makers.27 For example, a HIA can determine whether a proposed highway may impact 
the asthma levels of a nearby community.  If it has negative consequences transportation 
planners may suggest public transit as a viable solution.  Although this is a very simplified 
example it demonstrates that an HIA can integrate multiple disciplines to create a viable 
solution to a project that may have negative health impacts.26 
Besides being beneficial in clarifying how a project or a policy will impact human health, HIAs 
can make a project or a policy more equitable.  It has been accepted that there has been an 
unfair and unjust distribution of resources that created health disparities around the world; 
however, public practitioners have not been able to work well with other disciplines to create a 
more equitable distribution of resources.28 Health Impact Assessments allow health 
practitioners to plan for these inequities in advance, which may alleviate disparities in the 
future.28 For example, if priority populations are identified before the implementation of the 
HIA, health impacts and inequities can be determined for those who are often overlooked in 
traditional decision-making.29 Although health promotion has been effective in achieving 
improved health, it continues to remain difficult for governments to work across sectors to 
create equitable and healthy communities.28 In 2009, 78% of all health care spending was spent 
on chronic disease and in 2005; 133 million Americans had a chronic disease, with those who 
have lower incomes carrying a higher prevalence of disease burden then those above the 
federal poverty level.30 The current practice of HIAs (steps listed below) allows equitable 
development by using an organized and transparent method, using evidence of potential health 
impacts before the policy or program is implemented.  Additionally, HIAs can become a 
powerful tool by eliciting participation from citizens and key stakeholders to make decisions 
about the health of a population and community.28  
The current practice for the assessment includes the following steps: 
1. Screening determines if an HIA should be conducted on a particular project. 
2. Scoping involves key stakeholders, in order to determine what data should be analyzed. 
3. Analyzing uses existing data in addition to quantitative and qualitative methods, to 
determine the scale and direction of potential health impacts. 
4. Reporting can be a written report or testimony of findings. 
5. Monitoring examines the decision-making process, and the impacts the policy will have 
on health 1,2,28,31,32.   
 
Health Impact Assessments follow a similar format to Environmental Impact Assessments 
(EIAs), which have been a federal requirement for land use decisions in the United States since 
the National Environmental Policy Act (NEPA) of 1969.33 These types of assessments are 
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intended to provide information regarding the environmental impacts of a project on human 
beings; however they very rarely focus on impacts related to human health.31,34 Most EIAs 
result in an Environmental Impact Statements (EIS) that in the past primarily focused on air, 
water, and land impacts. Today they have broadened to include cultural, social and some health 
impacts.  These health impacts were primarily focused on diseases and less on environmental 
and social determinants of health.35 A review of article examined 42 EISs to see how they 
addressed human health impacts.  The EISs were for projects that would have significant health 
impacts and were being implemented by a wide range of agencies and locations.  It was found 
that more than half of the studies contained no mention of health impacts.35 Why are HIAs not 
being utilized given the limitations with Environmental Impact Assessments? There are several 
limitations to using HIAs in planning.  Certain projects may only impact a small geographic area 
and there may not be adequate health data available to assess impacts, or the data may not 
apply to the population being impacted by the project or policy. In addition, HIAs can be 
incredibly resource intensive, especially if they require primary data. It may not be financially 
possible for an agency to hold several stakeholder meetings or collect primary data.   
 
In its current practice, HIAs have emerged in three basic forms: simple, intermediate, and 
comprehensive.3 A simple assessment occurs quickly and is often done within a few weeks. An 
intermediate HIA may take several months, involves both qualitative and quantitative methods 
involves more stakeholders.  A comprehensive HIA may take one to two years, also involves the 
use of qualitative and quantitative methods and includes key stakeholders and community 
members.3  
Currently HIAs are most commonly utilized in Australia and Europe, but their use in the United 
States is increasing.1,2,36 Their use in the United States is still very new, and there are several 
challenges to implementing HIAs in the United States. Some of these challenges include: a lack 
of training among professionals in the planning and public health field, the amount of resources 
required, and the existence of an environmental health assessment approach that is currently 
used to assess impacts of large projects.26 
To date there is no comprehensive list of HIAs that has been completed in the United States.  
The University of California at Los Angeles HIA Clearinghouse, however, keeps a directory of 
completed and on-going HIA projects, but information about HIAs is only collected if individuals 
or organizations submit an HIA to the Clearinghouse.37 Additionally, the Health Impact Project is 
collecting information about HIAs completed in the United States and hopes to have a 
searchable database within the next year.   As of 2010, there have been 92 HIAs conducted in 
the United States, and the number is continuing to grow with 43 HIAs that are in process.38 The 
majority of completed HIAs have been done in the Western United States (62%) with 44% 
completed in California alone.  Besides California, Minnesota has completed seven HIAs and has 
emerged as a leader in using the tool for the Midwest.38 
The popularity of HIAs has resulted in new funding opportunities in the United States to 
encourage their use.  In 2009, the Association of State and Territorial Health Officials funded 
Minnesota, Wisconsin, and Oregon to explore HIAs as a decision making tool for public health 
practitioners and the Centers for Disease Control recently announced a grant opportunity to 
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fund HIAs to promote Healthy Community Design.  The Health Impact Project plans to 
announce another round of funding opportunities in 2011.  To date, there are no HIAs that have 
been completed in North Carolina.38 
The rapid rise of HIAs in the United States has created some trepidation as to the evidence base 
that is currently used.  Much of the information to date regarding HIA implementation has been 
in the grey literature; this may prove to be problematic as practitioners of HIA refer to peer-
reviewed literature as a primary source for evidence.39 It should be noted that defining the 
evidence used for HIAs is complicated due to complex causal pathways, the variety of impacts 
examined, the number of stakeholders involved, the necessity to communicate results to 
decision makers, and the consideration of health inequities.36  Given these difficulties, it may be 
unrealistic to determine what sources are considered legitimate for HIA implementation. In the 
field of public health, evidence ranges from results from a randomized control trial to “knowing 
what works” which may impact credibility of sources.24 A recent article analyzed the results of a 
survey taken by HIA practitioners in the United Kingdom, which revealed that literature reviews 
were the most common source of evidence used by practitioners, followed by engaging with 
local residents, expert opinion, and finally other HIA reports.24 
A common critique of HIA is the lack of quantifiable health data that is done for the impact 
analysis.32,39 This is a departure from EIAs that focus on risk assessment or exposure to toxic 
substances and use models to quantify health impacts.40 There are two forms of HIA impact 
analysis: one that uses more of a biomedical approach that use HIAs as tools for the protection 
of health and the other that examines health outcome of policies or projects.32,39 Both forms 
often require the use of models to conduct the impact analysis of health outcomes.41 
Quantifying the future health impacts of projects, however, can be difficult, and there is not 
one commonly accepted practice that is used in HIAs. There is a consortium in Europe that is 
working on developing a guide that would allow practitioners to quantify future health impacts 
based on the use of previously established models.41 A recent review article identified six 
models most commonly used in HIA analysis that were evaluated on the several criteria 
including but not limited to using a real life population, easily accessible data, and easily 
understandable outputs.41 The review found that there was no one standard model that could 
be generalized enough to serve as a quantification tool for HIAs.41 Quantification of HIAs is still 
a new field, but one that will warrant further exploration if HIAs become standard practice.    
Since HIAs are seen as tools to influence policies and projects, there has been a demand for 
more tools that can be used by both planners and public health practitioners that detail the 
steps of HIAs.32 Design for Health and the San Francisco Department of Public Health (SFDPH) 
have developed tools that can assist planners and public health officials to identify the health 
impacts of projects.  These tools will be further explored in the final recommendations.  
 
Public Health and Planning Training 
The practice of public health in the United States has primarily been a market-driven approach, 
where government involvement is limited and individuals are self-advocates for services that 
improve public health.42 This approach operates under the assumption that the market will 
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respond adequately to the demand of products that promote health.42 In addition to the 
market-driven theory of public health there two different models that have emerged to define 
the public health field which, include the medical model and the social justice model.  The 
medical model, as its name implies was based out of the medical profession and in the United 
Kingdom was a specialty of those in clinical medicine.  The social justice model uses a broad 
multidisciplinary approach to address the health outcomes.  To address many of the public 
health challenges that practitioners are facing today there is a need to focus more on alleviating 
the causes of poor health outcomes.42  Additionally, public health practice is often driven by 
what can be easily measured, as opposed to the complex social and environment constructs 
that impact health. There has also been a breakdown in translating evidence into effective 
programs and policies.42   
 
The work of public health practitioners is not just limited to those who work in public health 
departments; therefore the training of the public health workforce is complex.  The Institution 
of Medicine (IOM) has worked to create some metrics by defining public health, “as the 
collection of society’s efforts to achieve conditions in which people can be healthy.” 
Additionally, the IOM defined the public health field as being interactive but also focused its 
efforts on government agencies. The IOM further defined the public health workforce as those 
who have training and education in public health and whose employment focuses on 
population health.43 
 
In the past public health practitioners were often hired for entry level positions that did not 
encourage collaboration or a multidisciplinary perspective; therefore as they moved up in the 
field they only possessed a limited skill set.44 As of 2004, there were 59 state and territorial 
health departments, over 3,000 numerous local departments, and several federal agencies 
working to improve the public health of the United States.45 Of the individuals working at these 
departments, only 44% identified as being public health practitioners and fewer were trained in 
public health.46 Additionally, those who practice public health are not limited to those who are 
working at departments of public health and the average term for a state health director is 2.9 
years, which creates barriers to implementing long-term goals. 47  
 
A recent article in The Lancet, examined the education that health professionals receive globally 
and determined that health programs should adopt a competency-based curriculum that 
addresses the changing needs of a complicated health system.48 In particular, the authors 
stressed the need to adapt knowledge to the local level and to work collaboratively with other 
disciplines. Several other studies stated that many public health practitioners often do not use 
evidence-based interventions (EBIs) when developing programs and policies. 49-50.  In addition, 
the research community often fails to translate knowledge into effective programs or 
policies.42The literature regarding the use of EBIs in public health is vast and beyond the scope 
of this report, however, it is worth noting that executing EBIs remains challenging for 
practitioners.  
The public health needs for the future have shifted; therefore the workforce has and continues 
to shift.  As stated before, local health departments have moved from a focus on infectious 
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disease to chronic disease.  In addition, there is routine collaboration with several agencies and 
communities in environmental health, mental health, and injuries.  In response, the public 
health workforce has become more diversified; however the use of evidence based 
interventions remains somewhat limited.   The five step process used in HIAs may provide 
another tool for public health practitioners to use evidence and continue to collaborate across 
governmental agencies and communities.   If done properly, the scoping step of an HIA can 
identify indicators and accompanying data sources, categorize health disparities, and create a 
collaborative process with different governmental agencies and community groups.  
Similarly to public health, the field of planning struggles with translating research and theory 
into practice.51  Historically, planning agencies primarily focused on local zoning ordinances. 
Today planning agencies have broadened their scope to include comprehensive land use plans 
and collaboration with several agencies to plan for their communities.52 Additionally, there are 
individuals who practice planning that may not associate specifically with the planning field, for 
example elected officials, developers, and builders.52 There continues to be a struggle in 
defining the field of planning, similarly to the field of public health.  
Most of the knowledge regarding education and planning stems from surveys, primarily from 
the American Planning Association (APA), American Collegiate Schools of Planning, and 
universities and colleges that conduct surveys of alumnus of their planning programs. This 
methodology misses individuals who do not have professional degrees as planners, and since 
membership to APA is completely voluntary, those who are not members are not surveyed. 
Despite these limitations, the data remains useful.  About 44% of APA members have masters’ 
degrees in planning and about two thirds of APA members are employed by government 
agencies.51 A planning degree is not necessarily associated with working for a government 
agency in more “traditional” fields of planning.51 Traditional was defined by Linda Dalton in her 
survey of those in the planning field as “primarily concerned with physical development issues 
related to land use, housing and urban and regional form.”51 Those who reported being part of 
the “nontraditional” sector worked on fundraising, strategic planning, research, and 
organizational development.51 Planners work in a variety of sectors including but not limited to:  
land use regulation, transportation planning, policy making, historic preservation, 
redevelopment, and growth management.51 Planners also noted in the survey that they were 
involved in several different sectors of employment.  Those who reported that their work was 
non-traditional worked on employment, health, and social planning. Given that planners are 
asked and often end up doing a variety of tasks that require a myriad of skills, it is imperative 
that universities prepare the new generation of planners and continue professional 
development opportunities for those who are already in the field.  This is especially important 
in today’s world, where multidisciplinary collaboration is often encouraged and required to 
tackle complex planning problems.  
 
There has been a long standing debate between planning practitioners and those in academia, 
regarding what skills, education, and training are needed in the planning discipline.53,54  
Practitioners want skills that address the on-the-job challenges such as project management, 
communication, and facilitation. Those in academia, however, must provide a broader 
knowledge base of planning-related issues which result in a focus on planning theory, history, 
 12 
and methods courses.53  A recent review of 30 planning programs revealed that many were 
incorporating practice-based approaches into the curriculum.  This was seen with the inclusion 
of workshops and studios occurring in 80% of the programs reviewed in 2009 compared to 65% 
in 1996.53 
 
In summary, the fields of planning and public health face similar challenges regarding current 
training, practice, and opportunities for professional development.  Given the vast experiences 
and education with those in both fields, HIAs may provide a common framework and lens that 
allows both fields to approach policy and program decisions. Additionally there is no concrete 
list of required skills that is required to practice HIAs, making the tool flexible to those from a 
variety of backgrounds. The methodologies behind HIAs and the evidence base that is used for 
them is a growing field and one that needs strengthening if the tool is to gain credibility.  
 
Methods 
In December of 2010 a HIA training was conducted in Statesville and Raleigh, North Carolina for 
grantees of the program Communities Putting Prevention to Work. The North Carolina CPPW 
project’s primary goal is to create more opportunities for physical activity by changing the built 
environment.  The project resulted from funds from American Recovery and Reinvestment Act 
and is a product of collaboration among several North Carolina Agencies including the 
Department of Health and Human Services, Department of Transportation, Department of 
Environmental and Natural Resources, and the Commerce Department.  Additionally, the 
Health Behavior Health Education Department and Active Living By Design project at the 
University of North Carolina at Chapel Hill will contribute technical expertise. The project has a 
two-year time frame with the first year being dedicated to an analysis of policy systems and the 
second year dedicated to action. 
The purpose of the training was to introduce the concept of HIAs to North Carolina and to 
demonstrate how HIAs can be used to enhance and further other methods of analysis and 
assessment that are currently employed.  The two-day workshop introduced the concept of 
HIAs to the municipalities who attended through a variety of methods including handouts, 
PowerPoint slides, case studies, and small group problem solving.  In particular, communities 
were introduced to the five steps of an HIA and were shown the capacity needed, data 
collection and analysis required to implement an HIA.   Public officials who attended the HIA 
training were surveyed to determine the appropriateness, willingness and capacity of using 
HIAs in North Carolina. The survey was only given to public officials versus everyone who 
attended the HIA training because public officials are required to do certain assessments such 
as environmental impact assessments and the county health assessments; therefore their 
insight into the current capacity and willingness to conduct HIAs in North Carolina may be the 
most relevant. An online survey was developed to answer the following questions: 
 Do public officials believe that using an HIA is a key tool to change policy and programs?  
 What is the current capacity, defined as resources, staffing, data, stakeholder 
engagement, time, to implement an HIA?  
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 How often does interagency collaboration occur, and would HIAs make collaboration 
efforts more or less effective?  
 Do public agencies have strong ties with community based organizations (CBOs) or 
community members to implement an HIA that has meaningful stakeholder 
engagement?  
 
The cross-sectional survey was developed from the HIA workshop training materials, the book 
by Dillman, Smyth, and Christian (2008), literature reviews regarding the state of HIA practice as 
well as training for public health and planners, and input from UNC researchers and staff, 
namely Dr. Daniel Rodriguez, Dr. Carolyn Crump, and Jim Emery, MPH.55  The survey was then 
entered into Qualtrics, an online survey tool.  A final version of the survey can be seen in 
Appendix A.  
 
The survey was then distributed to public officials who attended the workshop.  Public officials 
were defined as anyone who worked specifically for the state of North Carolina, or a 
municipality or town (N=49).  The survey was distributed through email with three general 
reminders distributed, followed by three personal email messages to increase the response 
rate.   A total of 35 responses were received, however after analyzing the data only 28 
responses were deemed appropriate.  Seven responses were deleted because they contained 
no data and one response was deleted because it was a duplicate.  The final response was 57.1 
percent (28 of 49). 
After the responses were analyzed, an interview guide was developed to interview survey 
participants who agreed to an in-depth phone interview. The guide (Appendix B) was developed 
to gain further insight into how HIAs could be integrated into current practice. In particular the 
guide was developed to gain further insight into what could inspire further collaboration among 
agencies, how HIAs could be incorporated into current assessment methods, and provide policy 
recommendations for HIA implementation. Ten respondents chose to participate in the 
additional phone interview with eight providing valid contact information.  Four were selected 
for interviews: a local planner, a regional planner, a public health practitioner serving the state 
of North Carolina, and a public health practitioner serving a local population.  Interviews 
averaged around twenty minutes and were recorded with the participants’ permission.  Due to 
time constraints, the interviews were not transcribed, however the recordings were used to 
clarify when note-taking proved insufficient.  All data collection was approved by the UNC IRB. 
 
Results 
 
Current position and knowledge about HIAs 
 
Twenty-seven respondents provided their name and occupation, 12 (44%) were from the field 
of public health compared to 41% in the original sample, 13 (48%) were planners compared to 
51% in the original sample, and two (7%) worked as other government officials compared to 8% 
in the original sample.  Table 1 and 2 provide detailed crosstabs of the original sample and the 
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survey sample by field and jurisdiction. The majority of respondents (63%; 17 of 27) worked for 
local government with 4% (4 of 27) working for regional institutions, and 22% (6 of 27) working 
for the state.  All respondents who worked for the state worked in the field of public health in 
both the original and subsequently the survey sample.  These percentages were similar to the 
original sample size, with 69% (34 of 49) working for local government, 8% for regional 
institutions (4 of 49,) and 22% (11 of 49) working for the state. Most respondents stated that 
positions were funded through other sources (62%; 16 of 26), with 31% (8 of 27) being funded 
by grant positions and 15% funded by state line items (4 of 26). 
 
Table 1: Original Sample (N=49) Field and Jurisdiction 
  Local Regional State Total 
Public Health 7 2 11 20 
% of Field 35% 10% 55% 41% 
% of Jurisdiction 21% 50% 100%   
Planning 23 2 0 25 
% of Field 92% 8% 0% 51% 
% of Jurisdiction 68% 50% 0%   
Other 4 0 0 4 
% of Field 100% 0% 0% 8% 
% of Jurisdiction 12% 0% 0%   
Total 34 (69%) 4 (8%) 11 (22%) 49 
 
 
Table 2: Survey Sample (n=28); Field and Jurisdiction 
  Local Regional State Total 
Public Health 4 2 6 12 
% of Field 33% 17% 50% 44% 
% of Jurisdiction 24% 50% 100%   
Planning 11 2 0 13 
% of Field 85% 15% 0% 48% 
% of Jurisdiction 65% 50% 0%   
Other 2 0 0 2 
% of Field 100% 0% 0% 7% 
% of Jurisdiction 12% 0% 0%   
Total 17 (63%) 4 (15%) 6 (22%) 27 
 
Of the current assessments that are currently conducted, the majority of the respondents 
selected environmental impact (29%) and community health assessments (23%) (see Table 3). 
The respondents in both planning (36%) and those in public health (25%) use environmental 
impact assessments.  Community health assessments were the most prevalent form of 
assessment used by public health practitioners (71%). The majority of traffic impact 
assessments (67%) were done by those in planning with none being conducted by those the 
public health field. Other impact assessments included those required for planning and zoning, 
 15 
site review, comprehensive planning, and needs assessments for parks and recreational 
facilities.   
 
Table 3: Current Assessments Implemented 
 Assessments 
Field Environmental 
impact 
assessment 
Community 
health   
assessment 
Community  
impact 
assessment 
Economic  
impact 
assessment 
Traffic 
Impact 
Assessment 
Other Total 
Public Health 3 5 2 0 0 2 12 
% of Field 25% 42% 17% 0% 0% 17% 39% 
% of type of 
Assessments 
33% 71% 50% 0% 0% 40%   
Planning 5 1 2 1 2 3 14 
% of Field 36% 7% 14% 7% 14% 21% 45% 
% of type of 
Assessments 
56% 14% 50% 33% 67% 60%   
Other 1 0 0 1 1 0 3 
% of Field 33% 0% 0% 33% 33% 0% 10% 
% of type of 
Assessments 
11% 0% 0% 33% 33% 0%   
Unknown 0 1 0 1 0 0 2 
% of Field 0% 50% 0% 50% 0% 0% 6% 
% of type of 
Assessments 
0% 14% 0% 33% 0% 0%   
Total 9 (29%) 7 (23%) 4 (13%) 3 (10%) 3 (10%) 5 (16%) 31 
  
Current knowledge about HIAs was high, with 85% (22 of 26) of respondents stating that they 
knew some about the HIAs.  These percentages were similar in both public health (82%) and 
planning (83%). Zero respondents stated they knew nothing or a lot about HIAs, and only 12% 
(3 of 26) stated they knew a little about HIAs.  When asked how prepared they would be to 
implement an HIA, 58% stated they would be unprepared (15 of 26), 38% stated they would be 
prepared (10 of 26) and 1 respondent (4%) stated he or she would be unable to implement the 
HIA.  These answers were similar across all fields (see Table 5).  
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Table 4: Knowledge about HIAs 
Field Know nothing 
about HIAs (%) 
Know very little 
about HIAs (%) 
Know  some 
about HIAs (%) 
Know a lot 
about HIAS (%) 
Total 
(%) 
Public 
Health (%) 
0 (0%) 1 (9%) 9 (82%) 1 (9%) 11 
(42%) 
Planning 
(%) 
0 (0%) 2 (17%) 10 (83%) 0 (0%) 12 
(46%) 
Other (%) 0 (0%) 0 (0%) 2 (100%) 0 (0%) 2 
(8%) 
Unknown 
(%) 
0 (0%) 0 (0%) 1 (100%) 0 (0%) 1 
(4%) 
Total (%) 0 (0%) 3 (12%) 22 (85%) 1 (4%) 26 
 
Table 5: Implementing an HIA 
Field Prepared (%) Unprepared (%) Would not be able to implement (%) Total (%) 
Public Health (%) 5 (45%) 6 (55%) 0 (0%) 11 (42%) 
Planning (%) 5 (42%) 6 (50%) 1 (8%) 12 (46%) 
Other (%) 0 (0%) 2 (100%) 0 (0%) 2 (8%) 
Unknown (%) 0 (0%) 1 (100%) 0 (0%) 1 (4%) 
Total (%) 10 (38%) 15 (58%) 1 (4%) 26 
 
Common themes for how HIAs fit into current assessment methods included: 
 Bringing in new resources, provide direction, and avoiding unintended consequences 
 Using HIAs as a tool to plan for health in  future developments, through site reviews, 
zoning, special use permits, and comprehensive plans 
  Integrating HIAs into existing assessments, including required county health 
assessments  
 Using HIAs as a tool for collaboration and decision making with other agencies. 
 
Collaboration 
 
Twenty-four respondents answered the open-ended question regarding collaboration with 
public agencies 11 were planners, 11 worked in public health, and two respondents were other 
government officials.  In general, planners tended to collaborate with the North Carolina 
Department of Transportation (NCDOT), with every planner identifying the NCDOT at least 
once.  The Bicycle and Pedestrian Transportation division was mentioned the most (cited 3 
times), followed by local division of NCDOT (cited three times), Highway (cited twice), and 
finally Rail (cited one time).  Planners also cited working with those in the public health field five 
times with the North Carolina Division of Public Health (NCDPH)-Physical Activity and Nutrition 
(PAN) Branch cited three times. Public health practitioners cited collaborating with those in 
public health, with the NCDPH-PAN Branch cited three times. Colleges and universities were 
also cited six times followed by the Department of Transportation (cited 4 times) with the 
Bicycle and Pedestrian Transportation division cited twice.  Most respondents did not answer 
why collaboration occurred, but those who did responded as part of a grant or specific project. 
A detailed list of organizations can be found in Appendix B, please note that answers were 
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coded to protect the identity of the respondents.  For example if a particular county health 
department was named, the answer was changed to local health department. 
 
Twenty-four participants answered the question regarding inviting public participation with 
community members, community based organizations, and advocacy organization. The 
majority (63%; 15 of 24) stated that they met with the public often, defined as at least once a 
month.  A higher percentage of those in planning (73%) met with the public than those in public 
health (55%). In addition, 29% (7 of 24) stated they invite public participation daily; with those 
in public reporting a higher percentage (36%) than those in planning (18%). Two respondents 
(8%) responded that they rarely invite public participation, defined as a few times of year, and 
zero respondents stated that they never invite public participation.  All respondents stated that 
the quality of input from the public was excellent (23%; 5 of 24) or good (77%; 19 of 24).  These 
responses were distributed evenly throughout the fields (see Appendix B). 
 
Table 6: Public participation with Community Members 
Field Never Rarely: Once a 
Month (%) 
Often: at least once a 
month (%) 
Always: at least 
daily (%) 
Total 
(%) 
Public Health 
(%) 0 (0%) 1 (9%) 6 (55%) 4 (36%) 
11 
(46%) 
Planning (%) 0 (0%) 1 (9%) 8 (73%) 2 (18%) 
11 
(46%) 
Other (%) 0 (0%) 0 (0%) 1 (50%) 1 (50%) 2 (8%) 
Total (%) 0 (0%) 2 (8%) 15 (63%) 7 (29%) 24 
 
Developing Policies and Programs 
 
Certain questions aimed to identify what are the current practices used by public officials to 
develop new programs or policies.  Nine response categories were listed, and Table 7 provides 
the responses. 
 
Table 7: Tools to Develop Policies or Programs 
Category Very 
Useful 
Useful Somewhat 
Useful 
Not 
Useful 
Responses Mean 
Peer-reviewed literature 6 15 2 0 23 1.83 
Internet searches 8 13 3 0 24 1.79 
Stakeholder assessments  12 9 3 0 24 1.63 
Colleagues and experts 12 12 0 0 24 1.5 
Identify a theoretical 
framework  1 15 2 5 23 2.48 
Identify a planning 
framework  3 13 6 1 23 2.22 
Identify analysis methods 6 16 2 0 24 1.83 
Social marketing techniques  2 12 5 3 22 2.41 
Other 0 1 1 0 2 2.5 
 18 
Very useful tools were stakeholder assessments such as focus groups, interviews or polls (12 of 
24) and discussion with colleagues and experts (12 of 24).  Internet searches (8 of 24), peer 
reviewed literature (6 of 24), and analysis methods, which included cost benefit analysis, 
statistical methods, or the use of GIS, (6 of 24) were also very useful.  Analysis methods (16 of 
24) were considered useful, as were peer reviewed literature (15 of 23) and theoretical 
frameworks. This included theories such as the Health Belief Model or Stages of Change (15 of 
23). Internet searches (13 of 23) and identifying a planning framework, such as PRECEED-
PROCEDE, RE-AIM, or cost-benefit analysis, was also considered useful (13 of 23).  Five of 23 
respondents considered theoretical frameworks not useful, and three of 22 respondents 
marked social marketing techniques to tailor and target for specific end-users as not useful. 
 
All respondents reported that they do implement new programs and policies, however the 
majority of respondents (50%; 12 of 24) stated that they rarely (a few times a year) implement 
new programs. A higher percentage of respondents in planning implement new programs (45%) 
as compared to those in public health (27%). Only 13% of respondents (3 of 24) stated they 
always implement new programs and policies, and 38% (9 of 24) implement new programs 
often, defined as once a month.  
 
Table 8: Implementing New Programs or Policies 
Field Never 
(%) 
Rarely: a few times a year  (%) Often: at 
least once 
a month 
(%) 
Always: at 
least daily 
(%) 
Total (%) 
Public Health 
(%) 
0 (0%) 7 (64%) 3 (27%) 1 (9%) 11 (46%) 
Planning (%) 0 (0%) 5 (45%) 5 (45%) 1 (9%) 11 (46%) 
Other (%) 0 (0%) 0 (0%) 1 (50%) 1 (50%) 2 (8%) 
Total (%) 0 (0%) 12 (50%) 9 (38%) 3 (13%) 24 
 
 
Information Management 
 
The most common sources for land use and transportation resources was the North Carolina 
Department of Transportation (NCDOT), U.S. Census Products, and the UNC School of 
Government. The most common source for planners was the NCDOT, the UNC School of 
Government, and other Census products. Public health practitioners used other U.S. Census 
products, the Food Environment Atlas, the UNC School of Government, and the NCDOT.  Other 
products mentioned by respondents include Safe Routes to School (SRTS), the North Carolina 
Population Center, the Federal Department of Labor, Schools, and the National Policy and Legal 
Analysis Network (NPLAN).  
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Table 9: Land use and transportation resources currently used 
Resource Public 
Health 
Planning Other Total 
North Carolina Department of 
Transportation 
5 11 2 18 
Other U.S. Census products (for example 
Population Census, Longitudinal Employer-
Household Dynamics (LED) on the Map) 
8 7 2 17 
UNC School of Government 5 9 2 16 
North Carolina State University (NCSU)-
Institute of Transportation Research and 
Education (ITRE) 
4 5 1 10 
Census Transportation Planning Package 1 5 1 7 
UNC Highway Research Center (HSRC) 2 4   6 
Active Community Environments 4 1 1 6 
The Employment Security Commission of 
North Carolina 
3 2 1 6 
Food Environment Atlas 5     5 
Other 2 3   5 
North Carolina Department of Commerce: 
Division of Community Assistance 
1 2 1 4 
Not applicable  0  0  0 0 
 
Google maps and Environmental Systems Research Institute (ESRI) Geographic Information 
Systems (GIS) were the most popular mapping programs used among both those in public 
health and planning. Seven respondents used North Carolina One Map, with the majority being 
those in planning.  Other resources included pictometry and in-house maps.  
 
Table 10: Mapping programs and resources currently used 
Resource Public 
Health 
Planning Other Total 
Google Maps 8 10 1 19 
ESRI GIS systems 5 11   16 
North Carolina One Map 1 5 1 7 
Not Applicable 3   1 4 
Other  0 2  0 2 
North Carolina Geographic 
Coordinating Council 
 0  0  0 0 
 
The most commonly used public health tools included Eat Smart, Move More, followed by 
Healthy Carolinians and the North Carolina Area Health Education Center Program (AHEC).  This 
was the same for both planning and public health. Other responses included NPLAN models and 
SRTS publications. 
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Table 11: Public health resources currently used 
Resource Public 
Health 
Planning Other Total 
Eat Smart, Move More 10 6 2 18 
Healthy Carolinians 6 3 2 11 
North Carolina Area Health Education 
Center Program (AHEC) 
3  0 1 4 
North Carolina State Library 2  0  0 2 
Other 1 1   2 
The UNC Cecil G. Sheps Center for 
Health Sciences Research 
1  0  0 1 
Healthy Development Measurement 
Toolkit 
 0  0   0 
Not Applicable  0  0  0 0 
 
The most common source of health data used was the County Health Rankings, the North 
Carolina Center for Health Statistics, and the Behavioral Risk Factor Surveillance System 
(BRFSS).  Those in public health used the North Carolina Center for Health Statistics and the 
BRFSS the most while most planners selected Not Applicable. Of note is the limited use of 
health data by planners (see Table 12). 
 
Table 12: Health data currently used 
Resource Public Health Planning Other Total 
County Health Rankings 9 3 2 14 
North Carolina Center for Health 
Statistics 
11  0 2 13 
Behavioral Risk Factor Surveillance 
System (BRFSS) 
11 1  0 12 
Youth Risk Factor Surveillance System 
(YRFSS) 
9  0  0 9 
National Center for Health Statistics 8   1 9 
Not Applicable  0 6  0 6 
Other  0 1  0 1 
 
Organizations collected primary data for program or project evaluation, as part of a specific 
program or policy and as part of a needs assessment. Those in public health conducted needs 
assessment more than those in planning.  All field collected primary data as part of a 
requirement for a specific program or as part of project evaluation evenly (see Table 13). 
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Table 13: Reasons for primary data collection 
Field Needs 
assessment  
Required for a 
specific program or 
policy 
Program or 
project 
evaluation 
Other Not 
applicable 
Total  
Public Health  8  7  7  1  0  23  
Planning  1  5 6  0  3  15  
Other  2  1  2  0  0  5  
Total  11  13  15  1  3  43 
 
Ten respondents replied answered open-ended question regarding how the organization 
evaluates or assesses new programs or policies. The responses were diverse, with communities 
commenting on using the involvement of stakeholders, citizens, best practices from colleagues, 
literature reviews, and components built into action planning. 
 
HIA Implementation 
 
The majority of respondents stated that they agreed (46%; 11 of 24 strongly agreed and 50%; 
12 of 24 somewhat agreed) that the HIA process can guide policy and planning decisions 
toward improved health outcomes.  Twenty-seven percent of planners strongly agreed with the 
statement compared to 64% of public health practitioners. Sixty-four percent of those in 
planning somewhat agreed with the statement compared to 36% in public health. Only one 
respondent (4%) somewhat disagreed with that statement.   
 
Table 14: HIA Implementation can guide policy and planning decisions 
Field 
Strongly 
Agree (%) 
Somewhat 
Agree (%) 
Somewhat 
Disagree (%) 
Strongly 
Disagree (%) 
Total (%) 
Public Health (%) 7 (64%) 4 (36%) 0 (0%) 0 (0%) 11 (46%) 
Planning (%) 3 (27%) 7 (64%) 1 (9%) 0 (0%) 11 (46%) 
Other (%) 1 (50%) 1 (50%) 0 (0%) 0 (0%) 2 (8%) 
Total (%) 11 (46%) 12 (50%) 1 (4%) 0 (0%) 24 
 
An open-ended question was asked regarding the most common barriers to HIA 
implementation. Respondents were asked to identify three barriers that their agency or 
organization would face in implementing a HIA.  Responses included: 
 A lack of resources, staff, and time (cited 17 times)  
 A lack of funding (cited 15 times) 
 Not enough “buy-in” from decision makers (cited 6 times) 
 A lack of knowledge, training and education (cited 5 times) 
 Another form of red tape and the current lack of requirements (cited 5 times) and the 
subjectivity of the tool (cited 4 times) were also concerns 
 
Thirty percent (7 of 23) responded that training would be the most useful for implementing an 
HIA, followed by more staff support (26%; 6 of 23) and access to consultants (22%; 5 of 23). The 
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responses were evenly distributed throughout the two fields (See Table 15). Neither field 
selected access to academic literature.  
 
Table 15: What is needed to implement HIAs (besides funding) 
Field More staff 
(%) 
Access to 
consultants 
(%) 
Training 
(%) 
Access to 
academic 
literature 
(%) 
Access to 
data (%) 
Other (%) Total (%) 
Public Health 
(%) 
2 (20%) 3 (30%) 3 (30%) 0 (0%) 2 (20%) 0 (0%) 10 (43%) 
Planning (%) 3 (27%) 2 (18%) 4 (36%) 0 (0%) 1 (9%) 1 (9%) 11 (48%) 
Other (%) 1 (50%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 1 (50%) 2 (9%) 
Total (%) 6 (26%) 5 (22%) 7 (30%) 0 (0%) 3 (13%) 2 (9%) 23 
 
Seventeen respondents answered the open-ended question regarding what would be needed 
to make HIA a standard practice in their agency.  Responses included: 
 Education, training, and staff (cited nine times) 
 Policy mandates, for example incorporating HIA into the county health assessment 
(cited six times) 
 Buy in from the community, local, and state agencies (cited one time) 
 Better communication among county and municipal staff and within organizations (cited 
one time) 
 
Twenty-four respondents responded to the question asking for a follow-up interview; 42% 
marked yes (10 of 24) and 58% declined (14 of 24).  Of those who agreed, four were in public 
health, five were in planning, and one was in another field.  
Interviews 
Four public officials were interviewed: two from the public health field and two in planning.  
The state public health employee serves all of the local health departments as well as programs 
that reach citizens across the state. The public health practitioner serves one of the largest 
counties in the state.  The regional planner works at an agency that serves over a million 
people, whose service area includes both rural and urban areas, and works on regional issues 
that cross municipal boundaries.  The local planner serves around 20,000 people and also 
serves urban and rural areas. 
Integrating HIA into Current Assessment Practices 
Among the planners, both agreed that there was an opportunity to incorporate HIAs into 
current assessment techniques specifically around the State Environmental Policy Act (SEPA) 
process. One planner did state it would be difficult to get “buy in” from existing agencies given 
that there is no health impact assessment as a part of the SEPA requirement. The local planner 
suggested that a health component be added to the state SEPA process as opposed to requiring 
HIAs as a separate component for projects. This may only amount to a few paragraphs but at 
the very least a discussion about health would occur. Both planners agreed that if a health 
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component was added to the state NEPA process it could not be too onerous as the current 
process is already quite time consuming.  
There was not much concern regarding capacity or staff as both planners suggested health 
expertise existed in the local health departments. The state public health employee shared that 
the state public health agency was working with the NCDOT and with local planning 
departments to share checklists related to HIA work so that these checklists could be 
incorporated into existing planning processes. They also stated that many of the concerns 
identified by HIAs are already documented in other assessment processes, specifically those 
related to toxics exposure and injury resulting from traffic accidents.  
The local public health practitioner spoke about the difficulty of translating the community 
health assessment into a HIA, because an HIA is usually conducted on a specific policy or 
project.  In contrast, the community health assessments that are conducted by local health 
departments occur once every four years and are used to determine priority areas for 
intervention.  Some of the findings of a community health assessment, could be used in a HIA, 
or maybe inform the work of an HIA. It is harder, however, to integrate specific policy 
components into a general community assessment.  
Collaboration 
In the survey, most respondents stated that they collaborated because of a specific grant or 
program.  One of the interview questions asked what could inspire further collaborative efforts.  
Planners suggested having a health expert become a part of regular coordination committees 
around transportation and land use so that there could be insight into projects such as large 
transportation corridors or housing. This could exist either at the health department, or the 
expertise could be built into existing committees. Additionally, the regional planner indicated 
that HIAs might engage more community members who are interested in health impacts of 
projects versus environmental impacts. The local planner stated that community input could 
inspire collaboration and encourage elected officials to take action. Another incentive for 
collaboration, as identified by the state public health employee, was overlap between agency 
interests’, top down pressure, and the issue of sprawl in North Carolina. The local health 
practitioner stated that “collaboration was part of the fiber of who they are.” This local health 
department works closely with schools, private groups, social services, and mental health. It 
was reiterated that there are too many needs in the community for collaboration between 
groups to not occur.   
Integration into current programs or policies 
One planner stated that there could be health component integrated into traditional land use 
planning. It would be difficult to integrate into current transportation processes, because the 
process is already quite long and extensive.  In order for health to be considered effectively, any 
new process would have to be efficient and not burden existing agencies, especially if it is not 
required by legislation.  The local planner is currently working on a project examining the health 
impacts of transportation but indicated that having more funding available, especially for 
consultants, would make it possible to conduct a full HIA. The state public health employee 
stated that integrating HIAs into current programs or policies would make it easier to cooperate 
 24 
with other departments, would allow the state health department to document the health 
impacts of large state projects that may not be considered without the HIA tool, and highlight 
the health benefits of projects, which could lead to e more funding for projects. 
The local public health practitioner stated that the use of HIAs in public health could have a very 
significant impact on major projects.  For example, a DOT project was mentioned that went 
through an environmental review process but did not consider the health impacts of individuals 
who would be directly affected by the road project.    
Needs from decision makers and agencies 
The regional planner stated that it is hard to identify what is specifically needed from those in 
agencies and government because the learning curve is so steep.  The planner did suggest that 
the HIA method be employed on a small scale so that the process and outcomes would be 
clear. The local planner stated that having a champion who was a decision maker of healthy 
lifestyles would make the process of implementing HIAs easier and more realistic.  Both 
planners mentioned the smaller scale implementation as a way to improve on the lack of 
quantitative methods currently used by HIAs. The state public health department stated there 
has been positive feedback from other agencies, although there remains a concern that 
incorporating HIAs into a process could be seen as another layer of red tape.  However, projects 
do not always have negative health implications; one method to demonstrate how HIAs could 
be useful is to highlight the health benefits of projects. The local public health practitioner 
stated that the environmental review process was perceived as “punitive” by some and 
incorporating HIAs into the process would make the process stronger. This may not become 
part of regular codes, but at least getting a public health perspective is a strong first step. The 
local public health practitioner stated that there is a tremendous need for education regarding 
HIAs as well as health in decision making.   
Discussion 
The results from the survey and from the subsequent interviews revealed that public officials 
are ready and able to examine the health implications of large projects. In fact, many are 
already doing so with current programs and policies. Using HIAs as tool to identify and quantify 
health outcomes at public agencies is another tool that planners and public health practitioners 
can use, however it should not become a policy mandate at this time.  There are several steps 
that should occur before the state of North Carolina considers mandating HIAs through an 
environmental review process.  These include: additional HIA trainings, pilot HIAs projects, 
collaboration through different initiatives as well as in data collection, and the use the use of 
the Healthy Development Measurement Tool and the Design for Health tools should be 
explored.  
Continued trainings on HIAs 
Some of the biggest barriers to HIA implementation included not enough staff, time, funding, 
and other resources.  In the interviews, however, training of existing staff was reiterated as a 
need versus the hiring of new staff members.  Both planners stated although they themselves 
may not have all of the necessary knowledge the local health departments would be able to 
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supplement and provide data and methods where there were gaps.  In addition, buy in from 
decision makers was cited as a barrier in both the survey and the interviews. Having additional 
trainings will provide the missing political support and would demonstrate the relationship 
between health outcomes and the built environment for those who are skeptical.  
There are a few groups who are currently conduct HIA trainings in the United States.  Human 
Impact Partners (HIP) currently offers a two day training course that aims to “provide 
participants with experience and knowledge about procedures and tools available to effectively 
conduct HIA and use HIA findings”.56 The HIP training provides basic knowledge of HIAs, basic 
methods, as well as case studies and facilitated discussion. The San Francisco Department of 
Health (SFDPH) offers a four-day training course in the summer that provides practitioners and 
future practitioners of HIAs an overview of the tool and its methods with additional information 
regarding different forecasting tools.57 
In addition to in-person trainings there are numerous online training materials that have been 
developed.  One online training resource includes the Health Impact Assessment Clearing 
House Learning and Information Center (HIA-CLIC) at the University of California at Los Angeles 
(UCLA). This website has detailed information and manuals for each step of the HIA process, a 
glossary, and a section dedicated to the barriers of implementing HIAs.  Additionally the Center 
for Disease Control (CDC) also has a page on its website dedicated to online HIA resources.  
These resources are good for obtaining a general understanding of HIA practice and its use in 
the United States. 
In North Carolina, the two HIA trainings that were held in December 2010 were conducted by 
UNC Gillings School of Global Public Health staff in collaboration with the NC Physical Activity 
and Nutrition (PAN) Branch at the Department of Health and Human Services (DHHS). This local 
training provided participants with not just an overview of HIAs, but also the role of policy in 
decision making, the social determinants of health, and detailed screening and scoping 
worksheets.  These trainings also provided participants with examples of how the different 
steps are used and required participants to actively use the tools involved in an HIA during a 
sample activity. The trainings were successful and given that the expertise already exists within 
North Carolina, it is recommended that this training be implemented for more agencies 
throughout the state.  
Based on the results found in the survey and in the subsequent interview the NC workshop has 
room for improvement.  In particular, the training could focus on the data sources that were 
identified by survey respondents and share the sources that are commonly used by each field.  
For example, most planners stated that many of the health data sources were not applicable 
(see Table 12); however this may be because they were unaware that these resources existed.  
Those in the public health field did use a variety of land use and transportation resources (see 
Table 9). There remain opportunities for planners to share knowledge about data, in particular 
around the Census Transportation Planning Package.  
Implement HIAs in North Carolina 
Health Impact Assessments in the United States are a new tool and have only been used since 
the 1980s. While the use of the tool has expanded greatly, there still remains a geographic 
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disparity in where HIAs have been implemented. As of 2010, 92 HIAs have been completed in 
the United States, with 44% being conducted in California alone.  Besides the geographic 
disparities there remains concern about the methods used and their effectiveness to change 
policies and programs to improve health outcomes. A pilot HIA project in North Carolina would 
provide an opportunity to have a state specific case study and could improve the methods that 
are currently used. Through the interview process it was discovered that an HIA in North 
Carolina is currently being implemented, which will provide the state with its first example and 
as one interviewee stated, “the best way to learn about an HIA is to do one.” 
Despite the current economic conditions, in the past two years there have been national 
funding opportunities to implement HIAs from the CDC, the Robert Wood Johnson Foundation, 
and Pew Charitable Trusts. The current interest among foundations indicates that the time is 
ripe for HIAs.  As one interviewee stated, “if HIAs continue to produce poor or only fair HIA 
products that funding may dry up.”  This person also went on to state that one problem with 
HIA implementation to date is the length of time they are funded.  Many are only funded for 
one year or even shorter.  If HIAs are funded for at least a two year period there is an 
opportunity to collect the primary data needed to make the impact analysis more robust.  
While it is fortunate that there are national opportunities to implement HIAs, there are 
foundations within North Carolina that could also fund HIA efforts.  This includes the Health and 
Wellness Trust Fund, the Blue Cross Blue Shield Foundation, and the North Carolina Public 
Health Foundation. While funding may not become a reality, locally it is also important to note 
that North Carolina is home to many premier universities and with graduate students pursing 
degrees in public health and city and regional planning. There is an untapped resource that can 
also provide extra resources and knowledge to communities interested in implementing HIAs. 
Inter-Agency Collaboration 
In the past few years there has been collaboration with those in the public health field, 
planning, and other fields.  This has been in part due to different funding opportunities such as 
the Healthy Kids, healthy Communities program funded by the RWJF but also has occurred at 
the federal level with the Sustainable Communities Initiative.  The Sustainable Communities 
Initiative is a partnership of Housing and Urban Development, Department of Transportation 
(DOT), and the Environmental Protection Agency (EPA).58,59 In North Carolina, the Fit 
Community initiative is a partnership of the Health and Wellness Trust Fund that is designed to 
recognize towns, cities, and counties that are “making better quality of life a real priority” 
through changing the built environment.60 The Shape Your World initiative is sponsored by the 
PAN Branch and provides communities with success stories and tools of how they can achieve 
healthier and more livable environments.61 
In the survey many respondents stated that current collaborative efforts are a result of a 
specific project or are a result of specific funding requirements.  As one interview stated, 
collaborative efforts are needed to address the sprawl-like development that dominates the 
state.  In California, the Strategic Growth Council is a cabinet level committee that was created 
by the state in 2008 to coordinate such efforts, including: improving air and water quality, 
public health promotion, networks, and infill development.  As part of this council there exists a 
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Health in all Policies Task Force, which works to identify health impact on non-health policies. 
There are 19 state agencies involved in this effort ranging from the Department of Justice to the 
Parks and Recreation Department. The task force was charged with identifying priority areas to 
improve the health of Californians while ensuring that the goals of the Strategic Growth Council 
are met.  Some of the goals identified by the task force included: residents live in safe, healthy, 
and affordable housing, have access to places to be active, including parks, green space, and 
healthy tree canopy and “residents are able to live and be active in their communities without 
fear of violence or crime.” The goals developed by the task force were the first formal use of 
health in all policies in the United States.62  This type of cross-agency collaboration will be 
important for North Carolina if the state is going to tackle the pressing public health issues it 
faces.62  
 
Data 
Another potential area for collaboration is data collected for the county health assessments. 
The survey revealed that many planners do not currently use public health data (Table 9) and 
the county health assessments may provide one avenue where data resources can be shared. 
County health assessments are required by law to be conducted every four hears by all 85 local 
health departments (LHDs) in North Carolina. The data is collected through a variety methods 
including: county health data books, surveys, focus groups, and community meetings.63  Often, 
community health assessment teams are formed to determine questions that will be asked on 
the surveys, focus groups, and community meetings. While many CHA surveys do include 
quality of life questions there is an opportunity to invite land use and transportation planners 
to join the CHA teams to ensure that questions are addressing the built environment.63   
From the survey, public health practitioners did not use the Census Transportation Planning 
Package or conduct any traffic impact assessments (Table 3). This is another area where 
planners can share with public health officials the methodologies behind traffic impact 
assessments and transportation demand modeling.  Although traffic impact assessments are 
typically project based understanding how these models work and their implications on human 
health is important.   Traffic impact assessment use data on the current volume of vehicles that 
will serve a project development to predict how a new development will impact traffic in an 
area. Currently, health conditions are not inputs into the model; however it is important for 
transportation planners to consider the health implications of additional traffic in an area.  
Additionally, travel demand modeling is used to predict how alternatives will perform in 
meetings the goals of a transportation project or plan. Communicating how transportation data 
is collected and in turn how decisions are made to those in the public health field will at least 
provide insight into possible health implications. 
Use of the Healthy Development Measurement Tool and Design for Health  
In conversations with those who were interviewed as well as the results from the survey, 
integrating a health component into the State Environmental Protection Act (SEPA), was 
mentioned several times. The State Environmental Protection Act was enacted in 1971 that 
requires state agencies to identify and mitigate any “significant environmental impacts of their 
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actions.” 64 This act was implemented in response to the passage of NEPA in 1969. Every state 
agency in North Carolina including the University system is subject to SEPA regulations.  To 
determine if a project will require SEPA review it must use public funds, require state approval, 
and have the potential for an environmental impact. To determine if there will be “an 
environmental impact” each state agency has established specific criterion for the minimum 
levels of environmental impact.  If the project meets the minimum requirements or is below 
those requirements there is no need to conduct a SEPA review.64  
Many survey respondents and interviewees stated that conducting full HIAs into the NEPA 
process would be too onerous and would involve too much red tape.  However, one planner 
stated even adding a few paragraphs or a chapter detailing potential human health impacts 
could shed light on the connections between land use, transportation, and health.  This may 
result in additional criterions that target the health impacts of the project.   Requiring this 
however, may still prove to be burdensome to different agencies.  Below are two tools that 
examine the health impacts of land use that are voluntary and are a good first step for public 
agencies in North Carolina.  
The Healthy Development Measurement Tool  
The Healthy Development Measurement Tool (HDMT) was designed by the SDPH in 2007 in 
response to the lack of affordable housing in the City of San Francisco.  Community groups were 
concerned with current development pressures so the SFDP conducted the Eastern 
Neighborhoods Community Health Impact Assessment to determine how development in 
different neighborhoods would affect social and built environment factors which impact health 
outcomes. The year and a half process resulted in numerous outcomes including an overall 
healthy city vision for the city.  Under this vision, specific goals were determined as well as 
indicators and data sources.65   
The HDMT comprises of six elements that make up the vision for a healthy San Francisco. These 
elements include: environmental stewardship, sustainable and safe transportation, public 
infrastructure, social cohesion, adequate and healthy housing and healthy economy. The 
elements are general enough to be applied to any city or project, which is a strength and a 
weakness.  Additionally, each element is accompanied with measurable objectives and data 
sources.  While some of the data sources are unique to San Francisco, many of them are 
available for all cities and towns.  For example, decreasing private motor vehicle use is one 
objective used to measure the element safe and sustainable transportation. Under this 
objective the indicators used include the proportion of households without a vehicle and the 
proportion of commute trips made driving alone, which are available for all jurisdictions on the 
US census website.65  
The tool is a good resource for planners and public health practitioners who are interested in 
health outcomes of development projects.  To learn more visit www.thehdmt.org  
Design For Health 
In 2006, 19 cities and counties in Minnesota were funded to integrate health components into 
comprehensive and transportation plans.32 Design for Health was created to provide technical 
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expertise for these communities but also aims to translate new research on the built 
environment and health into practical tools that can be used by local governments.66 Design for 
Health emerged out of the desire to incorporate health components into the required 
comprehensive plans for municipalities of the Twin Cities.  Design for Health was an 
interdisciplinary project team of urban planners, urban designers, parks planners, public works 
officials, and public-health professionals, and academics. The project currently exists as a 
website which contains the tools developed by the project team. The tools created by Design 
for Health are unique as they were developed by planners as opposed to public health 
professionals and incorporated evidence from the urban planning field.32  The tools include: 
 Preliminary Checklist: determines the need for additional assessment, which can serve 
as the screening portion for an HIA process 
 Rapid HIA: is based on the European model but has been modified for planning  
 Threshold Analysis: which uses GIS analysis for a more comprehensive assessment 
 Plan Review Checklist: evaluates local comprehensive plans for health 
Similar to the HDMT, these tools are voluntary and are not required by any regulatory agency. 
The tools can be utilized in different stages of a planning process, incorporate existing evidence, 
and cover a wide range of health topics.32  To learn more visit 
www.designforhealth.net/resources/healthimpact.html  
Conclusion 
As the links between the built environment and health have been reestablished, health impact 
assessments have emerged as one tool that identifies the health outcomes from changes in 
land use. The tool has grown exponentially and with new funding opportunities available the 
next few years will provide guidance to agencies for the how HIAs can be used effectively. In 
North Carolina there are still several steps that should be taken before HIAs become a policy 
mandate. There remains a need to gain “buy in” with decision makers, implement pilot HIA 
projects, sustain and create collaboration between agencies, share data resources, and 
voluntarily use tools that quantify health impacts of land use decisions. 
For HIAs to succeed they require support from those with decision making abilities.  Continuing 
the HIA trainings is a method to not only provide education on HIAs but also provide support 
for their use.  For North Carolinians to see if HIAs have the potential to identify and quantify 
health impacts in a way that changes a policy or project it is essential that HIAs be 
implemented.  The interviews revealed that there is a HIA currently being done in North 
Carolina, however it remains important that public agencies become involved in future HIA 
efforts to determine if this is a viable method to improve health outcomes. Every survey 
respondent collaborated with other agencies; however it was often as a result of a required 
project or program.  Formal institutions where those in planning and public health can interact 
and share resources regarding data and upcoming project will make the HIA process successful. 
In particular there remains an opportunity for planners to contribute to the county health 
assessments and for public health practitioners to learn more about the traffic impact 
assessments and travel demand modeling.   Finally, there are two tools available, the HDMT 
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and the Design for Health suite, for those in the public health field and those in planning to 
examine the impacts of land use and transportation decisions on health.   
In North Carolina, there is wide spread interest in using the tool as one way to incorporate 
human health into land use and transportation projects and policies.  Given that the field is still 
new, and it is not clear from past HIA projects that indicate health outcomes were improved, it 
is not recommended that the state require the use of HIAs in its regulatory process.  Instead 
North Carolina should focus its efforts on training those working at all levels of government, 
establishing more collaborative processes, and using the HDMT and the Design for Health tools 
to determine health impacts of non-health related decision making.  
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Appendix B 
Results 
Please note that results were reformatted to protect survey respondent identities. 
 
Question 1-3; Name, title, and organization 
  Local Regional State Total 
Public Health 4 2 6 12 
% of Field 33% 17% 50% 44% 
% of Jurisdiction 24% 50% 100%   
Planning 11 2 0 13 
% of Field 85% 15% 0% 48% 
% of Jurisdiction 65% 50% 0%   
Other 2 0 0 2 
% of Field 100% 0% 0% 7% 
% of Jurisdiction 12% 0% 0%   
Total 17 (63%) 4 (15%) 6 (22%) 27 
 
Question 4: How is your position funded? 
 
Funding Response Percentage 
Grant funding 8 31% 
State line 
item 4 15% 
Do not know 1 4% 
Other 16 62% 
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Question 5: What types of assessment do you or your agency currently conduct? Please check 
all that apply. 
 Assessments 
Field Environmental 
impact 
assessment 
Community 
health   
assessment 
Community  
impact 
assessment 
Economic  
impact 
assessment 
Traffic 
Impact 
Assessment 
Other Total 
Public 
Health 
3 5 2 0 0 2 12 
% of Field 25% 42% 17% 0% 0% 17% 39% 
% of type of 
Assessment
s 
33% 71% 50% 0% 0% 40%   
Planning 5 1 2 1 2 3 14 
% of Field 36% 7% 14% 7% 14% 21% 45% 
% of type of 
Assessment
s 
56% 14% 50% 33% 67% 60%   
Other 1 0 0 1 1 0 3 
% of Field 33% 0% 0% 33% 33% 0% 10% 
% of type of 
Assessment
s 
11% 0% 0% 33% 33% 0%   
Unknown 0 1 0 1 0 0 2 
% of Field 0% 50% 0% 50% 0% 0% 6% 
% of type of 
Assessment
s 
0% 14% 0% 33% 0% 0%   
Total 9 (29%) 7 (23%) 4 (13%) 3 (10%) 3 (10%) 5 
(16%) 
31 
 
 
 
Other 
Planning and Zoning  
Assessments of proposed land uses and projects through rezoning, site plan 
review, and economic development incentives. 
Environmental inventory  
Comprehensive Planning 
Needs assessment for parks facilities and recreation programs 
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Question 6: How much do you know about HIAs? 
 
Field Know nothing 
about HIAs (%) 
Know very little 
about HIAs (%) 
Know  some 
about HIAs (%) 
Know a lot 
about HIAS (%) 
Total 
(%) 
Public 
Health 
(%) 
0 (0%) 1 (9%) 9 (82%) 1 (9%) 11 
(42%
) 
Planning 
(%) 
0 (0%) 2 (17%) 10 (83%) 0 (0%) 12 
(46%
) 
Other (%) 0 (0%) 0 (0%) 2 (100%) 0 (0%) 2 
(8%) 
Unknown 
(%) 
0 (0%) 0 (0%) 1 (100%) 0 (0%) 1 
(4%) 
Total (%) 0 (0%) 3 (12%) 22 (85%) 1 (4%) 26 
 
Question 7: If you were asked to implement a HIA today, how prepared would you feel with the 
task? 
Field Prepared 
(%) 
Unprepared 
(%) 
Would not be able to implement 
(%) 
Total 
(%) 
Public Health 
(%) 5 (45%) 6 (55%) 0 (0%) 
11 
(42%) 
Planning (%) 5 (42%) 6 (50%) 1 (8%) 
12 
(46%) 
Other (%) 0 (0%) 2 (100%) 0 (0%) 2 (8%) 
Unknown (%) 0 (0%) 1 (100%) 0 (0%) 1 (4%) 
Total (%) 10 (38%) 15 (58%) 1 (4%) 26 
 
 
Question 8: In the space below please describe how you see HIA fitting into your current 
assessment methods 
Bringing new resources, assessment tools to the table to assist local communities when 
completing their year-long process of CHA - environmental factors that affect health is an 
Accreditation Standard - HIA fits nicely here. 
Seems to be project specific and could be used as projects are introduced and/ or studied. 
I see HIA fitting into our planning process for Recreation, Planning and Zoning and Economic 
Development efforts.  Because of the work we did at the HIA meeting, I factored in Health 
considerations into my talks with a local developer.  We did a survey of our residents to find out 
what they most wanted to see under our Recreation Program.  This was done in an effort to 
encourage more physical activity.  We found that people want to walk, so in my planning for 
the PAN grant this has been factored in and our board has made decision that would increase 
use of the walking track.    
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Our environmental impact assessments are usually carried out by consultants as a requirement 
of NEPA. 
 
HIA-like research methods are being incorporated into our Physical Activity in the Built 
Environment project.  We are also connecting this project to a county health assessment that is 
being developed. 
 
We are too short on staff to carry out a full in-house HIA on a project.  However, we are 
interested in incorporating some basic health impact research for relevant planning processes, 
or partnering with an organization or group that could conduct a full HIA. 
I see elements of the HIA being included in site plan review, review of rezoning cases, and 
possibly into our development ordinance.  For larger develoments, a more detailed HIA process 
could take place. We would have to set a threshold for such assessments, such as all 
developments over X dwelling units, or X square fee of non-residential square footage, or other. 
Working with other agencies to provide common ground for decisions on complex projects. 
We have a special use permit process where applicants must meet certain findings of fact; for 
example "use as proposed will not cause undue traffic congestion or create a safety hazard." 
This would be one avenue where we could add a finding that they have to meet that the use 
will not cause a significant impact to the health of the community, and create guidelines for 
how they can assess and meet that finding.  
A HIA would fit very well within our development review process, since we already require 
significant public input when we consult physical, environmental and community health 
advocates.  
We are implementing the review criteria as we update our zoning ordinance.  Our new 
comprehensive plan will also be reviewed for HIA purposes and will incorporate 
recommendations to avoid unintended consequences in implementation of town initiatives and 
private development initiatives. 
HIA's are a needed addition to our assessments. We would benefit from the added information 
and resource to facilitate sound decisions for policy and planning in the community.  
I think HIA's could be very useful evaluating development prpojects. For large projects we 
require traffic impact assessments and sometime even environmental impact assessments. The 
HIA would be a great tool to use to evaluate the potential positive or negative health impacts of 
a project, which is a very important aspect that is often over looked / not considered in project 
review. 
This is very important to include in our comprehensive land use planning.  The HIA should be a 
part of everyday land use planning and other forms of comprehensive planning. 
Would assist in providing direction  
As an integrated component of other existing assessment methods in order to eliminate 
duplication of effort. 
we may be able to use it to recieve funding in certain neighborhoods for  alternative design 
I serve as a state coordinator supporting communities in policy and environmental changes to 
increase opporunties for physical activity and healthy eating.  I do not conduct HIAs in my role, 
but I work with community projects engaging local planners where HIA is (to varying degrees) 
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Question 9: The following questions ask about collaboration. Please name three public agencies 
with whom you collaborated most frequently in the past 12 months. Please be specific to the 
Department and Division level (for example: NCDOT-Division of Bicycle and Pedestrian 
Transportation; the local school board). For each agency, describe briefly the reason for 
collaboration. 
 
 
 
 
part of their planning process. 
i can see using portions of an HIA for park development, although the reality is those 
components are already considered through other means 
This is a big part of my job in working with the community 
I think the community health assessments conducted by every local health dept in NC could 
integrate health impact assessments of upcoming planned development. 
Although I am not involved in implementing HIA, I feel they  have their place in every discipline. 
It is a point of view we all should adopt to make our environments more healthy and functional. 
The planning process, particularly as it relates to subdivision review and approval can be greatly 
enhanced by an HIA. 
Field/Agency Public 
Health 
Plannin
g 
Othe
r 
Tota
l 
Other 8  0  0 8 
University/College 6 1  0 7 
NCDPH - PAN Branch 3 3  0 6 
Local Health Department 3 2 1 6 
NCDOT-Bike/Ped 2 3 1 6 
Department of Environmental and Natural 
Resources 
2 3  0 5 
Local municipalities 1 4  0 5 
NCDOT 1 3 1 5 
NCDOT - Division offices 1 3   4 
Parks and Recreation (county and local) 1  0 3 4 
Department of Public Instruction/Schools 2  0 1 3 
Department of Health and Human Services 2  0  0 2 
County Government 1 1  0 2 
County Planning 1 1  0 2 
NC DCA 1 1  0 2 
NCDOT-Highway Division  0 2  0 2 
Land Conservancy  0 2  0 2 
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Question 10: For your job, how often do you invite public participation with community 
members, community-based organizations, or advocacy organizations? 
Field Nev
er 
Rarely (Once a 
Month) 
Often (at least once a 
month) 
Always (at least 
daily) 
Total 
Public Health 
(%) 
0 
(0%) 1 (9%) 6 (55%) 4 (36%) 
11 
(46%) 
Planning (%) 
0 
(0%) 1 (9%) 8 (73%) 2 (18%) 
11 
(46%) 
Other (%) 
0 
(0%) 0 (0%) 1 (50%) 1 (50%) 2 (8%) 
Total (%) 
0 
(0%) 2 (8%) 15 (63%) 7 (29%) 24 
 
 
 
Question 11: In your opinion, what is the quality of project input you receive from citizens in the 
community? 
 
 
Question 12: The following questions pertain to developing policies and programs. Rate each 
item below to show how useful it is to you when developing new plans, policies, or programs. 
 
Category Very 
Useful 
Useful Somewhat 
Useful 
Not 
Useful 
Responses Mean 
Peer-reviewed literature 6 15 2 0 23 1.83 
Internet searches 8 13 3 0 24 1.79 
Stakeholder assessments  12 9 3 0 24 1.63 
Colleagues and experts 12 12 0 0 24 1.5 
Identify a theoretical 
framework  1 15 2 5 23 2.48 
Identify a planning 
framework  3 13 6 1 23 2.22 
Identify analysis methods 6 16 2 0 24 1.83 
Social marketing 
techniques  2 12 5 3 22 2.41 
Other 0 1 1 0 2 2.5 
 
Field Excellent Quality Good Quality Poor Quality Not Usable Total 
Public Health (%) 2 (18%) 9 (82%) 0 (0%) 0 (0%) 11 (46%) 
Planning (%) 2 (18%) 9 (82%) 0 (0%) 0 (0%) 11 (46%) 
Other (%) 1 (50%) 1 (50%) 0 (0%) 0 (0%) 2 (8%) 
Total (%) 5 (21%) 19 (79%) 0 (0%) 0 (0%) 24 
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Question 13: In your current position, how often are you involved in implementing new 
programs or policies? 
Field Never 
(%) 
Rarely: a few times a year  (%) Often: at 
least once 
a month 
(%) 
Always: at 
least daily 
(%) 
Total 
(%) 
Public Health 
(%) 
0 (0%) 7 (64%) 3 (27%) 1 (9%) 11 
(46%) 
Planning (%) 0 (0%) 5 (45%) 5 (45%) 1 (9%) 11 
(46%) 
Other (%) 0 (0%) 0 (0%) 1 (50%) 1 (50%) 2 (8%) 
Total (%) 0 (0%) 12 (50%) 9 (38%) 3 (13%) 24 
 
 
Question 14(a): The following questions pertain to research and implementation. The list of 
data sources and resources emerged from the December 2010 Training. Please mark the land 
use and transportation resources that you currently use (check all that apply). 
 
Resource Public 
Health 
Planning Other Total 
North Carolina Department of 
Transportation 
5 11 2 18 
Other U.S. Census products (for example 
Population Census, Longitudinal 
Employer-Household Dynamics (LED) on 
the Map) 
8 7 2 17 
UNC School of Government 5 9 2 16 
North Carolina State University (NCSU)-
Institute of Transportation Research and 
Education (ITRE) 
4 5 1 10 
Census Transportation Planning Package 1 5 1 7 
UNC Highway Research Center (HSRC) 2 4   6 
Active Community Environments 4 1 1 6 
The Employment Security Commission 
of North Carolina 
3 2 1 6 
Food Environment Atlas 5  0  0 5 
Other 2 3   5 
North Carolina Department of 
Commerce: Division of Community 
Assistance 
1 2 1 4 
Not applicable  0  0  0 0 
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Other Resource Public Health Planning Other 
Safe Routes to School  0 1  0 
federal Dept of Labor 1  0  0 
NC Population Center  0 1  0 
schools  0 1  0 
NPlan  1  0  0 
 
Question 14(b): The following questions pertain to research and implementation. The list of 
data sources and resources emerged from the December 2010 Training. Please mark the 
mapping programs or resources that you currently use (check all that apply). 
 
Resource Public 
Health 
Planning Other Total 
Google Maps 8 10 1 19 
ESRI GIS systems 5 11   16 
North Carolina One Map 1 5 1 7 
Not Applicable 3  0 1 4 
Other  0 2  0 2 
North Carolina Geographic 
Coordinating Council 
 0  0   0 
 
 
Other Resource Public Health Planning Other 
In house maps  0 1  0 
Pictometry  0 1  0 
 
Question 14(c): The following questions pertain to research and implementation. The list of 
data sources and resources emerged from the December 2010 Training. Please mark the public 
health tools that you currently use (check all that apply). 
Resource Public 
Health 
Planning Other Total 
Eat Smart, Move More 10 6 2 18 
Healthy Carolinians 6 3 2 11 
North Carolina Area Health Education 
Center Program (AHEC) 
3  0 1 4 
North Carolina State Library 2  0  0 2 
Other 1 1  0 2 
The UNC Cecil G. Sheps Center for 
Health Sciences Research 
1  0  0 1 
Healthy Development Measurement 
Toolkit 
 0  0  0 0 
Not Applicable  0  0  0 0 
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Other Resource Public Health Planning Other 
any other i need that helps state 
and local publications 
 0 1  0 
NPLAN model policies, ordinance, 
resolutions; SRTS guides. 
1  0  0 
 
Question 14(d): The following questions pertain to research and implementation. The list of 
data sources and resources emerged from the December 2010 Training. Please mark the health 
data that you currently use (check all that apply). 
 
Resource Public 
Health 
Planning Other Total 
County Health Rankings 9 3 2 14 
North Carolina Center for Health 
Statistics 
11  0 2 13 
Behavioral Risk Factor Surveillance 
System (BRFSS) 
11 1  0 12 
Youth Risk Factor Surveillance 
System (YRFSS) 
9  0  0 9 
National Center for Health Statistics 8   1 9 
Not Applicable  0 6  0 6 
Other  0 1  0 1 
 
 
Other Resource Public Health Planning Other 
what ever i can find that backs up 
the cause   0 1  0 
 
Question 15: Why does your organization or agency collect primary data (please check all that 
apply)? 
Field Needs 
assessmen
t  
Required for a 
specific program 
or policy 
Program 
or project 
evaluatio
n 
Other Not 
applicabl
e 
Total  
Public 
Health  
8  7  7  1  0  23  
Planning  1  5 6  0  3  15  
Other  2  1  2  0  0  5  
Total  11  13  15  1  3  43 
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Other 
Developing proposals (Public Health) 
 
Question 16: In the space below, please describe how your organization evaluates or assesses 
new programs or policies. 
 
Evaluation component built into Action Planning 
We look very carefully at the cost data and effectiveness of the program.  We elicit 
feedback from participants and also from those who do not participate to find out why.  
Involvement by stakeholders is critical to our assessment. 
Because of workload, we usually evaluate or assess programs or policies in a reactive way 
instead of proactive.  That is, when an issue comes up with a policy or program, research 
is done to address the issue.  If no issue is raised, or if the evaluation is not a requirement 
of the program, then comprehensive evaluation remains a "luxury" that would be 
pursued but for the need to fulfill other responsibilities. 
We typically set up a stakeholder committee to consider alternatives, survey residents, 
and discuss the subject at length with elected officials.  
There are multiple state assessments for various health programs in public health which 
provide evaluation of services and programs.  We also undergo PH Accreditation which 
comprehensively evaluates programs and policies.   Also we do some client surveys of 
specific programs.   
Usually refer to best practices in peer communities to evaluate new programs or policies 
Not sure from a health perspective ---from a planning perspective we use our best 
judgement, gather as much data as we can and try and formulate policy and and 
programs based on the needs of the community -- as it relates to our knowledge of the 
community ---We rely heavily on citizen input and comment about their neighborhood 
Does the policy promote walkability, or is it bike-friendly? 
The Division of Public Health (DPH) houses the State Center for Health Statistics which 
collects BRFSS data and an array of other health data.  Many other programs within DPH 
gather evaluation data.  The Physical Activity and Nutrition Branch (where I work) uses 
the (electronic database) Progress Monitoring System (PMR) to collect information on 
policy and envrionmental change related to physical activity and nutrition throug local 
health departments.  The Communities Putting Prevention to Work (CPPW) initiative that 
I work on includes external contracts with universities to evaluate the initiatives.  The 
evaluation approaches include both quantitaive and qualitative measures and range from 
documenting policy and environmental change, to verifing through observation or 
interview that change is implemented, to accelerometry to measure actual change in 
physical activity related to a policy or environmental change that has been made.  
Through literature reviews, talking with stakeholders and experts  
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Question 17: The following questions pertain HIA implementation. To what extent do you agree 
or disagree with the following statement: “The HIA process can guide policy and planning 
decisions toward improved health outcomes.” 
 
Field 
Strongly 
Agree (%) 
Somewhat 
Agree (%) 
Somewhat 
Disagree (%) 
Strongly 
Disagree (%) 
Total (%) 
Public Health 
(%) 
7 (64%) 4 (36%) 0 (0%) 0 (0%) 11 (46%) 
Planning (%) 3 (27%) 7 (64%) 1 (9%) 0 (0%) 11 (46%) 
Other (%) 1 (50%) 1 (50%) 0 (0%) 0 (0%) 2 (8%) 
Total (%) 11 (46%) 12 (50%) 1 (4%) 0 (0%) 24 
 
 
Question 18: Please identify three barriers that you or your agency faces in implementing an 
HIA. 
 
Barrier 1 Barrier 2 Barrier 3 
proposed budget cuts lack of leadership at the 
state level 
entry level health educators at 
the local level with little 
support 
manpower complete understanding 
of HIA process 
  
Private Property Rights Finances to implement 
healthy activities 
  
Education Staff Money 
Cost Buy in of stakeholders Buy in by elected officials 
staff time funding difficulty in 
quantifying/objectively 
measuring health effect 
Time to develop the HIA Costs to develop the HIA Seeming too qualitative instead 
of hard facts and numbers.  If 
these are used in the HIA, it 
will be more likely to be 
accepted. 
Concerns about HIA being a 
new layer of red tape 
Cost Limited ragne of decision 
making power 
lack of capacity (staff and 
knowledge) to craft a 
process 
lack of policy to enforce 
developers to complete 
and mitigate 
lack of funding 
lack of staff lack of money lack of understanding of 
purpose for HIA 
Financial Resources Staffing experience and 
time  
Buy in from leadership 
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Time constraints Limited staff resources lack of training / knowledge on 
HIA 
Unfamiliarity with HIA Not required for local land 
use and transportation 
planning 
Viewed as more bureaucracy 
resources     
Staffing / workload Perception of increased 
time 
funding 
staff money time 
Funding Capacity Partner buy-in 
Funding Competing requirements 
(i.e., Traffic assessment is 
required... HIA is usually 
not) 
Lack of time/staff to focus on 
HIA and/or ensure 
incorporation into regular 
planning process 
much of this appears in 
existing assessment tools 
subjectivity in response subjectivity in reading response 
Money Resources Community 
Our work doesn't 
necessary call for their use 
It's a new concept Takes a while for those who 
are used to doing something 
one way to take on and learn 
about HIAs 
 
Question 19: Other than funding, which of the following which of the items below would be the 
most useful when implementing a Health Impact Assessment (HIA)? 
 
 
Other 
support of county leadership 
ID'ing and involving all impt 
players 
 
Question 20: In the space below, please describe what is needed for an agency like yours in 
North Carolina to make to HIAs standard practice. 
 
Incorporate HIA into CHA process.  For this to happen, leadership is needed at the division 
level (Raleigh) 
Trained staff 
Education, staff, funding 
funding to perform and implement HIAs. 
It would need to be a requirement of project and planning grants. 
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Phased guidelines on breaking into the HIA business, such as phase I:  identify the 
processes and areas where HIA would be most appropriate, phase II: create a checklist of 
environmental/health related goals that you would like to meet with projects/policies, 
etc.  It would also be helpful if several like size communities tried this at the same time. 
Maybe a state funded pilot project for several communities, to include more intense 
review of how an HIA process could work in each community? 
Standard practice of HIAs and an understanding of where they fit into or conflict with 
regulatory programs.  
Incorporation of policy into ordiances and plans 
Education for the non-health county leaders and policy makers at municpal, county and 
state level to facilitate better understanding of the benefits for their community.   
Training for current staff and a core curriculum for current PH students at the University 
level which would provide grads with ready to utilize skills. 
Adequate staffing.  Currently we lack staff to accomplish required mandates. 
Standard tools, templates and online resources.  
Linkage with University Teams and Interns to facilitate processes. 
I think more education on what a HIA is and how it can be useful in the development 
review process. Health is a very important aspect that I think often times gets over looked 
in project review. Having standards/a process for performing HIA's in addition to forming 
partnerships between agencies to work together on performing the assessments will help 
move toward standard practice.  
More buy in from the community and partner local and state agencies 
policy mandates 
education of the local community a lead community organizer or elected official to 
champion the cause and good results from established policies so that the community 
feels like they have been heard and that those results have been acted on and it is not 
just a futile exercise. 
Funding for all agencies who need to collaborate on the process.  
Thinking about local planning change (since I'm workign with local planning) -- need staff 
with dedicated time to this and support in incorporating HIA into what is already being 
done.  Trining is very helpful, but systematically incorporating HIA takes a little longer, 
focused effort.  support in this would be useful. 
better communication among county and municipal staff...and even w/in each 
organization 
Training 
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Question 21: Please check the box below if I can contact you for a follow up interview to further 
discuss HIA implementation in North Carolina 
 
Field Yes (%) No (%) Total (%) 
Public Health (%) 4 (36%) 7 (64%) 11 (46%) 
Planning (%) 5 (45%) 6 (55%) 11 (46%) 
Other (%) 1 (50%) 1 (50%) 2 (8%) 
Total (%) 10 (42%) 14 (58%) 24 
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Appendix C 
 
Interview Guide 
Name:  
Phone:  
E-mail address:  
Date:  
Interviewer: Menaka Mohan  
Good morning/afternoon. My name is Menaka Mohan and I'm calling in response to the follow-
up survey from December Health Impact Assessment Training.  You indicated that you would be 
willing to speak further about HIA implementation in North Carolina. Would you mind if I 
recorded the interview for transcription purposes? I will only be sharing your responses as 
general statements, with no identifying language. Your responses and comments are 
confidential. Only I will have access to the data, and you will not be individually identified in 
any publication or presentation of this interview. The interview should take no longer than 30 
minutes, and I will start the recorder after the first question.  Thank you again for your time.  
Start Recorder 
 
1. Background information. Before we start, I wanted to get some background information 
regarding your agency.  How many people are in your jurisdiction?  Are you considered a 
rural or urban area?  
 
2. Current Assessment. As stated in the survey several types of assessments are currently 
practiced.  As a (planner or public health professional) you stated that the assessment you 
use the most is (environmental health impact assessment, traffic impact assessment, or 
county health assessments). If HIAs were to become used in North Carolina, how could 
they tie in with this current form of assessment? 
Probe: Data requirements, staff, capacity 
Probe: Redundancy of HIA with other assessments 
 
3. Collaboration. In the survey there were respondents who stated that they collaborated 
with other agencies as a part of a specific project, policy, or grant.  Besides funding, what 
additional circumstances might inspire a collaborative HIA project? 
Probe: As a tool for community engagement? Equity? 
 
4. Policies and Programs.  How do you think HIAs could contribute to existing policies and 
programs that you currently work on? 
Probe: Methods, data 
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5. HIA Implementation. What is needed from decision makers, for example an agency, 
administrative policy, or elected representatives to make HIA Implementation standard 
practice?  
Probe: What are current policies that prevent health in decision making?  
 
6. Final thoughts. Anything else you would like to share regarding HIA implementation in 
your agency? In North Carolina?  
Probe: HIAs in rural settings 
 
Stop Recorder 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
